Infant mortality has traditionally been viewed as an indicator of the social and economic well-being of a society. It reflects not only the magnitude of those health problems which are directly responsible for the death of infants but the effect of a multitude of other factors, including prenatal and post-natal care of mother and infant, and the environmental conditions to which the infant is exposed.
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The purpose of this study is to estimate the general level of infant and child mortality in Bangladesh and to show how this varies between socio-economic characteristics and the geographic areas of the country.
DATA AND METHOD
All the data used in this study were derived from the 1983 CPS report [3] ; for details of the methodology and data collection see that publication The estimates of infant and child mortality presented have been obtained by the Trussell technique [6] .
ESTIMATES OF INFANT AND CHILD MORTALITY
Demographic surveys are an invaluable source of information on infant and child mortality in developing countries. Table 1 shows the proportion of children who die, according to the age of their mothers at the time of birth. This proportion is by itself an indicator of childhood mortality, though it is affected by factors other than mortality (such as the age pattern of fertility) and cannot, therefore, be used directly as a mortality measure. Estimates of infant and child mortality derived from the Trussell technique are also shown in table 1. The overall infant mortality as implied by the q2 in the West model life table was about 150 per thousand births. The infant mortality indicated by the average of q2, q3, and qs was in the range of 145 to 155 per thousand births.
INFANT AND CHILD MORTALITY DIFFERENTIALS.
Differentials in mortality levels documented between urban and rural regions and populations are associated with variations in socio-economic status and such family characteristics as education, literacy, income, and housing conditions.
Many of the determinants of child mortality are household properties, including levels of household income, adult literacy, health practices among members, sanitary facilities, and so on. Two central issues in mortality analysis can be effectively addressed: the role of paternal and, particularly, maternal education in reducing infant and child mortality. Caldwell [2] and Preston [4] have argued that advances in female education may represent a potent and cost effective means of reducing child mortality. Cochrance [5] confirms this view by reviewing a large number of studies. Table 2 presents cumulative probabilities of dying according to the mother's years of schooling. The evidence is that the higher the level of education, the lower the estimated child mortality; that is, child mortality invariably declines as maternal education increases. For all ages, the ratio of cumulative childhood mortality for those whose mothers have no schooling to those whose mothers have ten years of schooling is almost 3:1. On the other hand, the ratio of implied infant mortality for those whose mothers have no schooling to those whose mothers have 10 years and more is more than 2:1 (table 2). Both infant and child mortality declined as the mother's education increased. Table 2 also shows the differential effects of the mother's and father's education on infant and child mortality. It is striking that improvement in infant and child mortality associated with the increased years of parents' schooling is much greater for the mother's than for the father's. Since the father's education would be more closely related than the mother's to household income, the result suggests that education is working principally through other ways related to child-care and health practices.
As expected, children whose parents owned land have lower infant and child mortality than those whose parents owned none. Similarly, differentials by two religious groups suggest that both infant and child mortality were considerably higher for the children of Muslim mothers than for non-Muslims.
Perhaps the most interesting result presented in table 2 is that the urban-rural differential of infant and child mortality is not large. For instance, both infant and child mortality in the rural area is 16 per cent higher than in the urban areas. The lower mortality in the urban area can be explained by the availability and accessibility of health care services. This also suggests that environmental hazards in urban areas are greater than in the rural areas, and that only the most privileged group can overcome them.
Contrary to our expectations, children of working women had higher infant and child mortality than those of the non-working women. One explanation may be that children of working women are deprived of adequate child care and that women's work is an indicator of the low economic condition of the household. Among the working women who are employed for wages, the children's mortality is lower than that of children of the women who are employed without cash wages. This may be due to the fact that those who are employed without cash are generally from a low socio-economic stratum with little or no education. It should be noted that the effect of a mother's work on infant and child mortality depends on the structure of the family, particularly on the availability of other family members to take care of the children in their mother's absence.
If maternal deprivation causes differentials in infant and child mortality, then the effect of the mother's absence should be greater where the mother is educated. Much of the effect of a mother's work on infant mortality in the first year following childbirth can be attributed to the very low income among the husbands of working women. There was also a significant direct effect of work through the shortening of breast-feeding time by working mothers. Table 2 also shows the infant and child mortality by contraceptive use status. The influence of the mother's age on the survival of newborn babies is among the most frequently studied factors, since it is known that a late age of childbearing represents a grave risk factor for the newborn child. Birth interval also appears to have a role in the survival of newborn infants. For instance, for those mothers who had at some time used contraception, the infant and child mortality was more than 30 per cent lower than for the children of women who had never used contraception. The differentials in infant and child mortality are even higher when current users and nonusers are compared. For women who breast-feed their children, an infant death tends to curtail the postpartum infecundity following a birth and thus, in the absence of contraception, reduces the interval between births. Short birth intervals cause high infant mortality.
DISCUSSION AND CONCLUSION
There is relatively little information regarding mortality differentials by socio-economic characteristics in Bangladesh. Part of the problem results from the absence of data and part from failure to exploit data that already exist. The 1983 CPS has given the possibility of utilizing the data by background characteristics. Although infant and child mortality estimates derived from the survey data cannot be expected to be as precise as those obtained from the traditional vital registrations system, the 1983 CPS has yielded information determining levels and trends in infant and child mortality that seems to be reasonable.
The availability of more reliable information and the recent efforts to expand mortality investigation have made it apparent that infant and child mortality decline in Bangladesh has not progressed as expected. Differentials in infant and child mortality levels that have been found between urban and rural populations are associated not only with variation in the availability of and access to he alth services, but also with variation in socio-economic status and such family characteristics as education, literacy, income, and housing conditions. Even in the urban areas enjoying better health facilities, large differentials in mortality exist between the low-income, illiterate, inadequately housed majority and those who are better-off [8] . In many urban areas of Bangladesh, the conditions of sanitation and hygiene for the poor are worse, or at least no better, than in the rural areas.
The mother's attainment of primary schooling has a significant impact on child survival. The father's education also has a bearing on mortality during early childhood but the mother's education emerged as an important determinant of child survival in Bangladesh. In general, the effects of parental education may be greater than those of income and access to health facilities combined. It is quite reasonable to expect that women with at least some primary education know more about proper nutrition, the dangers of contamination from water, vaccination, and other preventive measures. At the same time, such knowledge alone is not the key factor where socio-economic conditions are at their worst, as is the case in Bangladesh.
It appears from the evidence that work outside the home had a negative impact on infant and child mortality. In the Bangladesh situation, mothers may be forced to work in order to supplement insufficient family income or even to provide its principal source. Their work may thus result in less care for their children, but this needs more investigation before a meaningful interpretation can be made.
The relationship between contraceptive use status and infant and child mortality indicates one often neglected area that may be susceptible to programme intervention, through family planning and maternal and child health services. A family planning programme should aim at improving the health of both mothers and children by encouraging and assisting women to space their pregnancies If women can be successfully encouraged to extend the period between pregnancies, both fertility and infant and child mortality could be expected to decline.
In general, it is now recognized that in some situations investment in fields not directly associated with health care programmes, such as environmental sanitation, provision of potable water, eradication of illiteracy, and improvement of educational levels {including adult education}, may yield, even in the short run, more substantial health benefits than further expansion of the health care service.
